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CHAPTER I
INTRODUCTION

Completed and attempted suicide represents a serious
public health problem in the United States today.

Each year

almost 30,000 individuals take their own lives, making
suicide the eighth leading cause of death in this country
(Alcohol, Drug Abuse and Mental Health Administration 1989:
Hirschfeld & Davidson, 1988).

The data on completed suicide

becomes even more disturbing when one considers that
completed suicides arguably represent only a small
percentage of the number of attempts and that the rate of
suicide in most industrial countries is increasing,
particularly among 15-24 year olds and among persons over
the age of 65 years (Maris, 1988).
The National Institute of Mental Health Task Force from
the Center for the Study of Suicide Prevention (Pokorny,
1974) defines three categories of suicidal behavior.

A

Completed suicide is defined by a willful, self-inflicted,
life threatening act that has resulted in death.

A Suicide

attempt is an actual or seemingly life-threatening behavior
with the intent of jeopardizing the individual's own life or
to give the appearance of such an intent, but which has not
resulted in death.

Suicide ideas are defined as ideation

that the individual has the desire to perform a self
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inflicted act with the intent of jeopardizing his or her
life.

The ideation may be communicated verbally or in

writing, or may be inferred from behaviors that move in the
direction of a threat to the individual's life.
Chemtob, Hamanda, Bauer, Torigue and Kinney (1988)
found that 22% of the psychologists sampled experienced a
patient suicide.

Kleespies, Penk, and Forsyth (1993) found

that more than one out of every four psychology trainees
needed to deal with a patient suicide attempt, one out of
every nine had to cope with a patient suicide completion and
that more than one out of two of the subjects reported
having a patient who had suicide ideation (but no patient
with a suicide attempt or completion) .

Therefore, it is

apparent that therapists' exposure to suicidal behavior is
not a rare event.
According to Dunn and Morrish-Vidners (1987), the loss
of a significant other has major behavioral, cognitive and
emotional consequences, but bereavement following suicide is
atypical.

Unlike most other types of death, suicide causes

feelings of stigma, guilt, anger, and confusion strong
enough to overwhelm the bereaved and prolonging the grieving
process.

Thus, the suicide may put the survivor at

increased psychological and physical risk.
Hauser (1983) identified factors that have been found
related to poor bereavement outcome.

If the death is sudden

or unexpected or if it is violent or traumatic, survivors
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usually have a more difficult time integrating it and
resolving their grief.

The lack of funeral rites, difficult

interpersonal relationships with the deceased prior to
death, distorted communication patterns, and lack of support
from social networks have also been implicated in poor
bereavement outcome.

Many of these factors are part of the

constellation of events surrounding a suicide and may help
to explain why grief following suicide is often disturbed.
Mental health professionals who experience a client
suicide may react to the death in a number of ways.

Two

possible reactions are: 1) as people who have lost a
significant other, and 2) as professionals experiencing a
critical event in their professional development.

The

atypical nature of suicide bereavement, as well as the dual
reactions of the helpers as both individuals and
professionals, result in a complex situation.

Without some

type of model to guide helpers through a client suicide,
understanding this situation and intervening in it poses a
nearly insurmountable challenge.
There has been significant exploration of the
relationship between therapists' response to suicidal
behavior and their current professional practices & their
professional experience.

In addition, a significant amount

of the literature addresses therapists' behavioral responses
to this traumatic event.

Researchers have advocated a

number of therapist coping strategies to facilitate
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resolution of this traumatic event.

Menninger (1991) gives

as many as eleven coping strategies which he believed would
limit the possibility of any negative long-term
consequences of this event.

These strategies include

calling on friends and colleagues for support, anticipating
the phases of the reaction, and participating in a suicide
review conference.
As is apparent above, much research has been done
regarding therapists' response to suicidal behavior.
several important areas have yet to be explored.

But

First,

although it has been implied that performing the coping
strategies advocated in the literature would result in the
efficient resolution of the effects of client suicide
behavior, no empirical investigation of this hypothesis has
been conducted.

Secondly, the majority of the literature in

the area of client suicide behavior has addressed therapist
response to a completed client suicide. While the research
suggests patient's suicide attempts and suicidal ideation
have a significantly negative impact on therapists,
scientific exploration of this area has been limited.
Thirdly, one area of therapists' professional practice which
has been neglected is the relationship between the strength
of the therapist/client attachment and therapists' acute
responses to client suicide behavior.
Therefore, this study is essential because it
represents an attempt to address important unanswered
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questions.

The questions that will be explored are: 1) Do

therapists acute stress responses differ depending on what
type of client suicidal behavior they experience? 2) Do
therapists' who experience a client suicide have more
intense acute emotional reactions than therapists' who
experience a client suicide attempt or suicide ideation? 3)
Does the practice of the recommended coping strategies
reduce the negative long-term effects of client suicidal
behavior? 4)

Is there a relationship between the

client/therapist attachment and therapists' acute stress
response to a suicidal incident? 5) Are therapists satisfied
with their education and training geared toward preparation
for dealing with client suicide behavior?
Results of this study may serve to assist therapists
experiencing client suicidal behavior.

This exploration of

the typically complex reactions can serve to normalize
therapists' responses and may allow them to see that they
are not alone in their reactions to this trauma.
Supervisors may benefit from this investigation by
increasing their understanding of the typical therapist
responses to client suicide, and heightening their awareness
of possible variance in reactions.

Such enlightenment may

allow a supervisor to be the light that guides a therapist
through the darkness of client suicidal behavior.

CHAPTER I I
LITERATURE REVIEW

Mccann, Sakheim and Abrahamson (1989) present a model
of psychological adaptation to trauma and victimization
which suggests that victims of trauma experience predictable
acute and long-term emotional, cognitive, and behavioral
responses to trauma.

This framework will be used to

investigate therapists' responses to client suicidal
behavior.

The initial section of Chapter II reviews the

literature regarding the acute effects (emotional,
cognitive, and behavioral responses) of client suicidal
behavior.

Next, the possible long-term effects of suicidal

behavior will be investigated.

Finally, the need for

education and training regarding the impact of suicidal
behavior on therapists will be examined.
Acute Effects
Reed and Greenwald (1991) investigated the impact of
the survivor-victim relationship on grief following sudden
death.

Their results indicate that survivor-victim

attachment is more important than relational status (i.e.,
parent, spouse, sibling, or child) in accounting for
differences in the intensity of grief.

Attachment

significantly increases mental preoccupation, guilt/shame,
6
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and shock among sudden death survivors.
Experiencing a sudden death as a result of the suicide
of a significant other results in a bereavement pattern
complicated by feelings of shame and guilt and the social
stigma of suicide.

The literature suggests that the

emotional response patterns of suicide survivors occur in
sequential phases.

Dunn and Morrish-Vidners (1987) have

suggested that suicide survivors react with shock,
disbelief, fear, and anger in the initial phases of their
bereavement.

Later, the survivors feel rejected and may

blame themselves for the suicidal act.

Thus, the survivors

often feel guilty and responsible for the death.

Recent

studies have found that suicide survivors experience greater
blaming of others, shame and guilt than those in non-suicide
bereavement groups (Barrett & Scott, 1990; McNeil, Hatcher,

& Reubin, 1988; Reed & Greenwald, 1991).
Stages have been similarly used to describe the
therapists' emotional response to client suicide.

In the

two initial phases, therapists respond with emotions similar
to any person who has experienced a suicide of a significant
other (Litman, 1965) .

These emotions are shock (Hamel-

Bissell, 1985), disbelief, confusion, and denial (Cotton,
Drake, Whitaker, & Potter, 1983).

The second typical

response phase is characterized by anger, shame, and guilt
(Kleespies, Smith, & Becker, 1990; Sacks, Kibel, Cohen,
Keats, & Turnquist, 1987).

Depression may also be prevalent
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at this stage (Cotton, et al., 1983; Feldman, 1987).
Psychotherapists also react emotionally as professionals in
these early stages after the trauma.

Fear of being blamed

for the suicide, feelings of professional incompetence, and
self-doubt regarding their therapy skills are characteristic
emotional reactions as a professional helper (Cotton, et
al., 1983; Feldman, 1987; Kleespies, et al., 1990).
In the early phases after the trauma, therapists'
cognitive responses to client suicidal behavior are
consistent with their emotional responses in that they
experience thoughts of self-doubt about their clinical
judgement (Sacks, et al., 1978) and beliefs or fantasies of
silent accusations and criticisms from colleagues and
supervisors (Feldman, 1987; Sacks, et al., 1978).

Intrusive

thoughts about the suicide and dreams related to the client
suicide are not uncommon (Chemtob, et al., 1988; Sacks, et
al., 1987).

Thoughts and concerns related to malpractice

and legal issues are also common in therapists' initial
cognitive responses to this trauma (Chemtob, et al., 1988;
Sanders, 1984).

The abundance of literature on malpractice

issues and the standards of care in treating suicidal
patients reflect these professional concerns (Bergman, 1990;
Berman, 1983; Knapp & Vandecreek, 1983; Wubbolding, 1987;
Snipe, 1988) .
The literature describes therapists' acute behavioral
responses as both positive responses (i.e., those which
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facilitate the successful working through of therapist grief
reactions) and also negative responses (i.e., those which
are less helpful in facilitating the working through of
therapist grief reactions)
1984).

(Cotton, et al.,1983; Sanders,

In the early stages of therapists' reaction to this

trauma, immature coping strategies may dominate, resulting
in neglect at work, tardiness, and absenteeism (Cotton, et
al., 1983).

The experience of a patient suicide may also

have a negative effect on therapists' behavior toward other
clients.

Therapists may avoid working with depressed

patients (Feldman, 1877). Secondly, therapists may
hospitalize even low risk outpatients, cancel inpatient
passes, and place more inpatients on suicide precautions
(Sacks, et al. 1987; Sanders, 1984).

Psychologists respond

by being more conservative in charting and record keeping
(Chemtob, et al., 1988).

Psychiatrists may protect

themselves by screening clients and accepting only those who
do not present suicidal ideation, thus practicing "defensive
psychiatry"

(Sanders, 1984).

All in all, it appears that

unresolved feeling about the suicidal event often result in
coping behaviors geared towards avoiding situations related
to client suicidal behavior.
The impact of a client's suicide on therapists' acute
stress

reactions has been a major focus in the literature.

Utilizing the Impact of Events Scale (IES; Horowitz, Wilner

& Alvarez, 1979), the stress reactions of therapists
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following a client suicide have
stress levels of other groups.

been compared with the
Chemtob, Hamada, Bauer,

Kinney, and Torigue (1988) found that 57% of the psychiatrists and 49% of the psychologists who had a patient commit
suicide reported post-traumatic symptoms comparable to
groups of individuals who had experienced the recent death
of a parent.

Similarly, Kleespies, et al.

(1990) found that

trainees had stress level scores comparable to those of
patients who had experienced bereavement or personal injury.
These findings are consistent with the research that
identifies suicidal gestures and statements as the two
patient behaviors reported to be most stressful in
psychotherapeutic work (Hellman, Morrison, & Abramowitz,
1986; Rodolfa, Kraft, & Reilley, 1988).

Farber and Heifetz

(1981) found that the single most stressful form of patient
behavior was "suicidal statements'' - an item that was rated
as at least moderately stressful by 85% of therapists.
Rodolfa, Kraft, and Reilley (1988) found that patient
suicide attempts were rated as second only to physical
attack on the therapist in terms of patient behaviors that
were stressful for trainees and the professional clinician
alike.

Other client behaviors rated as highly stressful by

clinicians and trainees were suicide attempts by a client
and suicidal statements made by a client.
Kleespies, et al.

(1993) found that stress level

followed a graduated increase in impact corresponding to the
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increasing severity of the client's suicidal behavior (i.e.,
from suicidal ideation to suicidal attempt to suicidal
completion) .

Psychology trainees who had a patient suicide

completion were distinguished from those who had experienced
patient suicide ideation by significantly greater feelings
of shock, disbelief, failure, sadness, self-blame, guilt,
shame, and depression.
Long-Term Effects
The final stages of therapists' emotional reactions to
a completed suicide, both as a person and a professional,
are emotional acceptance and resolution.

Cotton, et al.

(1983) suggested that therapists regain their equilibrium as
intense feelings and bitterness pass, and a dual potential
for growth and disability exists.

Any repressed feelings of

guilt become conscious and the therapists realize and accept
the rage which they harbor towards their clients and the
institution.

Kleespies, et al.

(1990) found that not all

therapists reach the acceptance/resolution stage.

They

described some of the common long-term emotional effects:
1) emotional acceptance of death and suicide, 2) significant
impact, either positive or negative, on the therapists'
comfort level in treating high risk clients, 3) a positive
effect of increasing the therapists' sensitization to the
issue of suicide, or 4) a negative effect of feeling fearful
and helpless in treating suicidal clients.
Kleespies (1990) reported that there was clear
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improvement over time in the stress level associated
client suicide completion or suicide attempt.

with a

Therapists

who hade experienced a client suicide completion were asked
to discuss longer term emotional effects.

Listed in order

of frequency, these effects included feeling either more or
less competent in evaluating suicidal clients, considering
large numbers of clients as being at-risk for suicide,
heightened anxiety when evaluating such clients, acceptance
of death suicide, feelings of helplessness, guilt, repeated
thoughts of the event, and feeling humbled.

All of the

therapists felt that the suicide had affected their comfort,
in one way or another, in treating high-risk clients.
Despite some of the seemingly negative longer term effects,
75% of the former interns (six of eight) clearly felt that
the client's suicide had a significant, positive effect on
them as professionals.

In this regard, their comments

included remarks about increased realization that suicides
occur, a sensitization to the issue of suicide, and an
increased cautiousness when working with high-risk clients.
Two subjects experienced less of a positive effect and, in
particular, noted fear of future work with high-risk
suicidal clients and feelings of helplessness.
Kleespies, et al.,

(1993) analyzed likert scale

measures of longer term impact finds that the group of
therapists who experienced a patient suicide completion
reported significantly greater levels of anxiety when
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subsequently evaluating suicidal patients than did the
therapists who experienced patient suicidal ideation.
Although there was no significant group differences on the
other variables, all three groups (completed suicide group,
suicide attempt group, and suicide ideation group) gave
moderate to strong ratings on two longer term variables
a)

increased acceptance of patient suicidal behavior, and bl

increased sensitivity to signs of suicidal risk.

This

finding is consistent with Kleespies (1990) and suggests
these long-term effects hold true not only for therapists
who have experienced a patient suicide but also, for
therapists who have experienced any type of patient suicidal
behavior.
The cognitive reactions that characterize the later
phases of therapists' responses are a hyper-vigilance for
and a focus on cues related to client suicide potential
(Chemtob, et al., 1988), depressive ruminations while
searching for "the fatal mistake''
cognitive dissonance.
two competing thoughts:

(Sacks, et al., 1987), and

The cognitive dissonance results from
first, the realization of one's own

limitations in working with suicidal patients and secondly,
the thought that the suicide could be related to a failure
in empathy (Bartels, 1987).

Finally, as the therapists

increase their understanding of both their aspirations and
limitations, they may develop an appreciation for how little
actual control they have over another individual's life,
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without becoming discouraged about the process of
psychotherapy (Brown, 1987) .
The use of family, peer, and supervisory supports as
positive behavioral responses to client suicide is
frequently discussed in the literature (Brown, 1987;
Chemtob, et al., 1988; Kaye & Soreff, 1991; Kleespies, et
al., 1990).

Therapist contact with the family soon after

the suicide and attendance at the client's funeral and/or
wake are also discussed as behavioral responses important in
facilitating the successful working through of therapist
grief reactions (Bartels, 1987; Cotton, et al., 1983; Kaye &
Soreff, 1991; Kleespies, et al., 1990).
Two positive behavioral responses exhibited by
therapists as they function in their professional role are
assisting other staff in working through their feelings
related to the suicide (Kaye & Soreff, 1991), and
participating in post-suicide reviews with a supervisor
(Kleespies, et al., 1990).

Conducting a psychological

autopsy also has been suggested in the literature.

This

process serves to determine the cause of the death and may
help the staff in overcoming feelings of helplessness and
guilt

(Bartels, 1987).

In the only study investigating the

efficacy of this procedure, Kleespies, et al.

(1990)

reported that participation in a psychological autopsy was
somewhat helpful to the therapists during the coping
process.
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Kleespies, Penk, and Forsyth (1993) found that interns
who experienced client suicide behavior felt that they had
received a strong level of support from supervisors, peers,
family and significant others.

Case discussions with

supervisors were also considered helpful. Certain coping
resources or ways of working through the event, however
seemed under-utilized.

Very few of the interns had contact

with the family of the deceased or attended the wake,
funeral, or memorial service.

The authors suggested that

interns may need staff support and guidance and to reach out
to the family of the client.

Also, very few interns had a

subsequent case conference or postmortem conference.
Suicide Education and Training
The literature regarding suicide education and training
is quite limited.

Kleespies (1993) found that only 41% of

the psychology trainees sampled indicated that their
graduate programs had made some effort to help them
anticipate that they might need to deal with patient
suicidal behavior.

Approximately 61% of the respondents

indicated that their internship or practicum site had made
such efforts at anticipating the difficulties of clinical
work with suicidal clients.

In this same study, 55% of the

survey respondents reported receiving some formal suicidal
education in their graduate programs, whereas 45% received
some formal suicide education at their clinical sites.

In

general, the educational efforts were minimal (i.e., only
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one or two lectures) .

Bongar and Harmatz

(1991) conducted

national surveys of the Council of University Directors of
Clinical Psychology Programs and the National Council of
Schools of Professional Psychology, and found that when all
the efforts of these two groups are combined, only 40% of
all graduate programs in clinical psychology of fer any
formal training (i.e., didactic instruction or practical
skill development training) in the study of suicide.
Conclusion
The literature suggests that therapists' acute
emotional reactions to client suicidal behavior are
increasingly more intense with higher levels of therapistclient attachment.

In the early phases of the therapists'

response, they typically react with shock, disbelief, guilt,
shame, and anger.

They experience thoughts of self-doubt,

intrusive thoughts about the suicide, and concerns about
malpractice.

Immature coping strategies, i.e., tardiness,

absenteeism, avoidance, etc., are prevalent in the acute
phase.

Intense stress reactions are seen in response to all

forms of client suicidal behavior, i.e., client completed
suicides, client suicidal attempts, and client suicidal
ideation.
Therapists' long-term responses are typically
characterized by emotional acceptance and resolution,
reduced stress levels, and an appreciation for the limited
control they have over their clients' behaviors.

More
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mature coping strategies, i.e., the use of supports,
consultation with a supervisor or colleagues, etc., are
associated with the later stages of therapists' responses.
Finally, the limited research on therapists' suicide
education and training reveals that it is minimal.
Hypotheses to be Tested
(1.) Stress levels follow a graduated increase in
impact with increasing severity of client suicidal behavior
(i.e., from suicidal ideation to suicidal attempt to
suicidal completion) .
(2.) Therapists in client completed suicide group (CS
group) experience significantly greater acute emotional
impact after the suicidal incident than the client suicidal
attempt group (SA group) and the suicidal ideation group (SI
group) . ·
(3.) A positive correlation exists between the
intensity of the therapist/client relationship and A) the
length of the relationship and B) the acute emotional impact
of the event.
(4.) A significant portion of the variance in the
negative long-term effects of client suicidal behavior can
be predicted by the respondents' use of supports, positive
coping behaviors and the time elapsed since the incident.
(5.) All three groups are dissatisfied with the
education and training geared toward preparation for dealing
with client suicide behavior.

CHAPTER III
METHODOLOGY

Respondents
Three hundred licensed psychologists were randomly
sampled.

These participants were randomly selected from the

national membership roster of the American Psychological
Association.
Of the 300 questionnaires mailed, two were not
deliverable because of address problems.

When these cases

were excluded from consideration, 298 potential respondents
remained.

Twenty-six respondents returned surveys but

declined to participate and 139 did not respond to the
original mailing or to follow-ups.

Four respondents

returned the questionnaires after the data collection phase
was completed and their questionnaires were not included in
the analysis.

The remaining 129 respondents represent a

usable response rate of 43%.

Given this response rate, the

statistical analyses used in this study were significantly
powerful to detect a difference between groups, if in fact a
difference existed.
Regarding the education of the 129 respondents, 66
(51%) hold Ph.D.s in Clinical Psychology, 23

(18%) hold

Ph.D.s in Counseling Psychology, 12 (9%) hold Psy.D.s, 8
18

19
(6%) hold ED.D.s, 14 (11%) have other degrees and 6 (5%)
failed to identify their degree.
123 identified their gender.

Of the 129 respondents,

Fifty-eight of the respondents

(47%) were female and 65 (53%) were male.
average age was 48 years old (SD = 8.9).
30 to 75 years old.

Ninety-six percent

respondents were Caucasian.

The respondents'
The range was from

(n=ll7) of the

Fifty-five (43%) of the 129

respondents were in private practice when the suicidal event
occurred.

Twenty-one (16%) were practicing in a private or

general hospital, 12 (9%) in a counseling center or
community mental health center, 5 (4%) in a corporate
setting or HMO, 3 (2%) in prison, and 3 (2%) a residential
treatment setting.

Fifteen (12%) did not specify their work

setting and 15 (12%) responded incorrectly to the question.
In terms of the respondents' theoretical orientation,
41 (32%) considered themselves as psychodynamic or
psychoanalytic, 45

(35%) cognitive-behavioral, rational-

emotive or behavioral, 4 (3%) humanistic or person-centered,
8 (6%) family systems, 3 (2%) existential, gestalt, or
transactional analysis, 22 (17%) report other orientations
and 6 (5%) did not identify their orientation. The
respondents have been in practice for an average of 15.8
years.
Sixty respondents (47%) never experienced a completed
suicide.

28

(22%) experienced one completed suicide, 14

(11%) have experienced two completed suicides and 8 (6%)
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have experienced greater than two suicides.

Twenty (16%)

did not identify their experience of client completed
suicide.

Seventy-six (67%) of the 129 respondents have

experienced between zero and five suicide attempts.

While

the reported number of incidents of suicidal ideation is
quite variable ranging from one to 600.

The most frequently

reported number of incidents was 100 (14%) .
Similarly, the length of the relationship between the
therapist and identified suicidal client was variable,
ranging from zero to 998 weeks.

The average length of the

relationship was 49 weeks, with the most frequently reported
length of the relationship being two weeks (8.5%).

The time

elapsed between the suicidal incident and the completion of
the questionnaire range from zero to 953 weeks.

The time

elapsed was one year or less for 44% of the respondents,
between one and three years for 21% of the respondents and
greater than three years for 35% of the respondents.
Of the 129 respondents, 42

(33%) completed the

questionnaire regarding their reactions to the most recent
completed suicide they experienced (CS Group), 51 (39%)
regarding their most recent client suicide attempt (SA
Group), and 36 (27.9%) regarding their most recent client
communication of suicide (SI Group) .

Note that eight of the

respondents indicated that they had experienced a client
suicide but completed the questionnaire regarding their most
recent client suicidal attempt or their most recent client
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communication of suicide.

The demographic information

discussed above is illustrated in Table 1.
When the characteristics of these three groups were
analyzed, some group differences emerged.

A chi-square

analysis revealed a significant relationship between the
respondents' gender and his/her suicide group (See Table 2)
A gamma statistic was used to identify the nature of this
relationship.

A gamma of -.35 indicates that as the

severity of the suicidal incident increases (from ideation
to completed suicide) the likelihood that the respondent is
a male increased.

For example, in the CS group there are

more males and less female than one would expect if the
probabilities of these two variables (gender and group) were
independent.
Secondly,

an ANOVA revealed a significant difference

between the three groups (CS, SA, and SI) regarding: 1) the
time elapsed between the suicidal incident and the
completion of the questionnaire and 2) years of practice
(See Tables 3 and 4).

A tukey's post-hoc procedure suggests

the time elapse was significantly longer for the CS group
than the SA and SI group.

In addition, the CS group had

significantly less experience in terms of years of practice
at the time of the event than did the SI group.
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Table 1
Demographic Information

CS GROUP
(N=42)

SA GROUP
(N=51)

SI GROUP
(N=3 6)

TOTAL
(N=12 9)

DEGREE
Ph.D.
CLINICAL
Ph.D., COUNSELING
Psy.D.
Ed.D.
OTHER

N=23
N=9
N=l
N=l
N=6

N=21
N=9
N=ll
N=2
N=5

N=22
N=5
N=O
N=5
N=3

N=66
N=23
N=12
N=8
N=14

RACE
INDIAN
ASIAN
BLACK
HISPANIC
CAUCASIAN
OTHER

N=O
N=O
N=O
N=l
N=39
N=2

N=O
N=O
N=l
N=l
N=45
N=4

N=O
N=l
N=l
N=O
N=43
N=l

N=O
N=l
N=2
N=2
N=117
N=7

GENDER
FEMALE
MALE

N=ll
N=29

N=28
N=20

N=19
N=16

N=58
N=65

AGE
MEAN
(STANDARD DEV. )

47.38
(7.97)

47.42
(9. 33)

50.26
(9.21)

48.00
(8. 90)

N=6

N=9

N=5

N=20

N=lO
N=13
N=l
N=2
N=l

N=4
N=16
N=l
N=2
N=l

N=O
N=24
N=2
N=O
N=l

N=14
N=53
N=4
N=4
N=3

N=9

N=20

N=12

N=41

N=15

N=17

N=13

N=45

N=3
N=3

N=O
N=3

N=l
N=2

N=4
N=8

N=l

N=l

N=l

N=3

I

SETTING
HOSPITAL
COMM. MHC OR
COUNSELING CENTER
PRIVATE PRACTICE
CORPORATION OR HMO
PRISON
RESIDENTIAL TREAT.
THEORETICAL ORIENT.
PSYCHODYNAMIC OR
PSYCHOANALYTIC
COGN.- BEHAVIORAL
R.E.T., OR BEHAV.
HUMANISTIC OR
PERSON-CENTERED
FAMILY SYSTEMS
EXISTENTIAL,
GESTALT, OR T.A.
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Table 1 (continued)

CS GROUP
(N=42)
OTHER
MONTHS OF EXPERIENCE
MEAN
(STANDARD DEV.)
NUMBER OF CLIENT
COMPLETED SUICIDES
NONE
ONE
TWO
> TWO
NUMBER OF CLIENT
SUICIDE ATTEMPTS
MEAN
(STANDARD DEV. )

N=9
154.40
(84.80)

N=O
N=25
N=9
N=8

30.31
(86.32)

SA GROUP
(N=51)
N=7
184.90
(81.39)

N=33
N=2*
N=4*
N=O

18.36
(57.84)

SI GROUP
(N=36)
N=6
229.67
(94.58)

N=27
N=l*
N=l*
N=O

TOTAL
(N=129)
N=22
188.00
(90.10)

N=60
N=28
N=14
N=8

1. 97
(3. 60)

17.9
(61.71)

NUMBER OF CLIENT
SUICIDAL IDEATIONS
MEAN
(STANDARD DEV. )

170.40
(178.6)

147.49
(177.2)

74.89
(145.2)

129.40
(170.5)

LENGTH OF
RELATIONSHIP(IN WKS)
MEAN
(STANDARD DEV. )

24.88
(48. 97)

55.56
(70.78)

69.20
(172.32)

49.07
(105.7)

TIME ELAPSED(IN WKS)
MEAN
(STANDARD DEV.)

380.71
(260.8)

128.28
(218.3)

43.79
(99.3)

189.57
(251.2)

INTENSITY OF ATTACHMENT
2.19
MEAN
(STANDARD DEV. )
(1. 35)

2.74
(1.41)

2.17
(1. 50)

2.40
(1.43)

*These participants responded incorrectly to this item.
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Table 2
Chi-Square Analysis - Gender by Group

GROUP
Count
Exp Val COMPLETE ATTEMPT
Residual

IDEATION
Row
Total

1

2

3

F emale

11
18.9
-7.9

28
22.6
5.4

19
16.5
2.5

58
47.2%

Male

29
21. l
7.9

20
25.4
-5.4

16
18.5
-2.5

65
52.8%

40
32.5%

48
39.0%

35
28.5%

123
100.0%

GENDER

Column
Total
Chi-Square

Value

DF

Pearson
9.32229
Likelihood
Ratio
9.59671
Mantel-Haenszel
test for linear
association
5.70912
Minimum Expected Frequency -

Significance

2

.00946

2

.00824

1

.01688

16.504

Statistic

Value

AS El

T-value

Gamma

-.348

.132

-2.51

Number of Missing Observations:

6
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Table 3
ANOVA and Post-hoc Test Time Elapsed (in Weeks) Since the
Incident by Group

Analysis of Variance
Sum of
Squares

Mean
Squares

F

F

Ratio

Prob.

2

2396966.525

1198483.262

27.2263

.0000

Within
Groups

119

5238303.451

Total

121

7635269.975

Source

D.F.

Between
Groups

44019.3567

Multiple Range Test
Tukey-HSD Procedure
Ranges for the
.050 level 3.36

3.36

The ranges above are table ranges.
*Denotes pairs of groups significantly different at the
.050 level
G G G
r r r
p p p
Mean

Group

3 2 1

43.7941
128.2766
380.7073

Grp 3
Grp 2
Grp 1

* *
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Table 4
ANOVA and Post-hoc Test Therapists' Experience (in Months)
by Group

Analysis of Variance
Sum of
Squares

Mean
Squares

F

F

Ratio

Prob.

2

108264.3782

54132.1891

7.2456

Within
Groups

122

911467.5898

7471.0458

Total

124

D.F.

Source
Between
Groups

.0011

1019731.968

Multiple Range Test
Tukey-HSD Procedure
Ranges for the
3.36

.050 level 3.36

The ranges above are table ranges.
*Denotes pairs of groups significantly different at the
.050 level
G G G
r r r
p p p
Mean

Group

1 2 3

154.3500
184.8980
229.6667

Grp 1
Grp 2
Grp 3

*

Finally, differences between the three groups (CS, SA,
and SI) regarding work-setting were found.
percent

Twenty-four

(10/42) of the respondents in the CS group were
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employed in a community mental health center or counseling
center, while only 8% (4/52) of the SA group and none of the
SI group were employed in this setting at the time of the
suicidal event.

Also, 66% (24/36) of the respondents in the

SI group were employed in a private practice setting.

In

comparison, 31% of both the SA (13/42) and SC group (16/52)
were in private practice.
Procedure
A five-page questionnaire, a cover letter (Appendix A)
explaining the nature of the survey and a self-addressed
return envelope were mailed to the 300 individuals.

The

data collection procedure was a modification of the total
design method (Dillman, 1978).
mailings.

There was three follow up

The first follow-up was a reminder post-card sent

three weeks after the initial mailing.

Similarly, another

reminder post-card was sent six weeks after the initial
mailing.

Finally, 10 weeks after the initial mailing, the

respondents were sent a questionnaire, self-addressed return
envelope and a cover letter urging those who did not .respond
to the initial mailing to respond to this final follow-up
mailing.
To assure respondent confidentiality, the participants
were asked to return the completed questionnaire (without
putting their name on the questionnaire) in the selfaddressed envelope.

The questionnaires were coded for ease

in data collection and to allow for the possibility of a
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more detailed follow-up.

This procedure was used in order

to protect the respondents' confidentiality while at the
same time allowing the researcher to know which participants
had responded to the survey.
At the beginning of the questionnaire, the respondents
were asked to indicate the type of suicidal event (Appendix
B) in the following manner:

If they had ever experienced a

patient completed suicide, they completed the questionnaire
regarding their reactions to the most recent client
completed suicide they had experienced.

If they had never

experienced a patient completed suicide but experienced a
client suicide attempt, they completed the.questionnaire
regarding their reactions to the most recent client suicide
attempt they had experienced.

If they had never experienced

a client completed suicide or a client suicide attempt but
they had a client express suicide ideas, they completed the
questionnaire regarding their reactions to the most recent
client communication of suicidal ideation they had
experienced.

Next, the respondents were asked to indicate

the number of client completed suicides, suicide attempts,
and suicide ideations they had experienced.
The remainder of the survey covered five general areas:
(a) demographic information,

(b) the professional

relationship between the therapist and the client,
therapists' acute emotional impact,

(c)

(d) therapists' long

term emotional impact, and (e) therapists' coping strategies
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and recovery.

Demographic information included the

therapists' age, gender, race, professional degree, years of
training and practice, and the work setting where the event
occurred (Appendix C) .

In addition to recording how long

they had been seeing the client and how often, the
respondents were asked to rate their view on the intensity
of their attachment to the client at the time of the suicide
on a 6-point scale ranging from
"0"

=

11

6 11 = extremely intense to

not at all intense (Appendix D).
Participants were asked to complete the Impact of Event

Scale and indicate which of the statements were true for
them during the two weeks after the suicidal event (Appendix
E).

Next, the respondents rated a number of different

reactions or feelings according to their impact during the
two weeks after their client's suicidal behavior on a 6point scale ranging from
"0" = no impact.

11

6 11

=

extremely strong impact to

The reactions and feelings that were rated

by the respondents include shock, guilt, shame, disbelief,
feelings of incompetence, feelings of failure, anger,
depression, sadness, relief, fear, discouragement, and
helplessness (Appendix F) .
Aspects of the long-term emotional impact investigated
include feelings about evaluating suicidal clients, guilt
about the client suicidal behavior, acceptance that suicidal
behavior occurs, repeated thoughts of the client suicide,
and perceived effectiveness of themselves as therapists and
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the psychotherapy process in general

(Appendix G) .

The

areas investigated regarding the respondents coping and
recovery includes utilization of support systems, contact
with the client's family, review of the suicidal behavior
and suicide education and training (Appendix H) .

In

addition, several open-ended questions were asked regarding
therapists' experience of personal loss and the helpfulness
of behaviors such as supportive contact from others, contact
with the client's family and meeting with a supervisor.
Instruments
Impact of Event Scale
The Impact of Event Scale (IES; Horowitz, Wilner, &
Alvarez, 1979) was used to assess the acute stress response
of the respondents.

The wording of the IES is not anchored

to a specific occurrence, but to the particular qualities of
conscious experience that encompass stressful events.

This

15 item scale contains statements pertaining to two factors
observed in stress reactions: intrusive thoughts or memories
of the event and avoidance of such thoughts or memories.
Intrusion was characterized by unbidden thoughts and images,
troubled dreams, strong pangs or waves of feelings, and
repetitive behavior.

Avoidance responses included ideation

constriction, denial of the meaning and consequences of the
event, blunted sensation, behavioral inhibition or
counterphobic activity, and awareness of emotional numbness
(Horowitz, 1979).

Each intrusion and avoidance item is
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rated on a four-point scale according to the frequency of
occurrence ranging from "not at all" to "often".

These four

points are given score weights of 0, 1, 3 and 5,
respectively.

When the ratings are summed, they yield an

intrusion score, an avoidance score, and a combined or total
score.

In this present study, only a total score was

calculated.
In terms of test-retest reliability, Horowitz, et.al.
(1979) gave this 15 item scale to a beginning class of 25
physical therapy students.

All had graduated from college

and had a median age in the late twenties.

They had

recently begun dissection of a cadaver and hence contact
with death and sights that were usually taboo.

The class

completed the scale twice with an interval of one week
between each rating.

Results indicated a test-retest

reliability of .87 for the total stress scores,

.89 for the

intrusion sub-scale, and .79 for the avoidance sub-scale.
Zilberg, Weiss, and Horowitz (1982) conducted a cross
validation study to investigate the psychometric properties
of the IES.

In contrast to the mixed composition of the

original sub-sample, used to determine the IES content and
scale properties, both of the two distinct groups for this
study had experienced a parental bereavement.

The first

group consisted of 35 out patients who sought treatment
after the death of their parent.

A sample of 37 field

subject volunteers consisted of the second group.

Most of
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these individuals were obtained from the review of hospital
death records.

Both groups were evaluated over time.

The

patients were assessed at three points in time: a) at entry
into the study b) four months after termination of the
study, and c) 12 months after termination of the study.

The

field subjects were also assessed along a three point time
line: a) at entry into the study, within two months after
the death, b) seven months after the event, c) 13 months
after the event.

The authors organized their data into six

separate subsets, defined by the dimensions of time of the
assessment (evaluation a, b, or c) and subject type (patient
or field subject) .

They assessed the internal consistency

of the two sub-scales within each of these subsets.
Coefficients of internal consistency (Chronbach's Alpha)
were uniformly high across all six conditions., ranging from
.79 to .92.

For those applications in which both a patient

and non-patient sample will be used, reassuring
reliabilities from the pooled sample were also found across
time, ranging from .86 to .90.

Thus, the IES sub-scales

possess the requisite psychometric properties in the realm
of internal consistency reliability.
In terms of construct validity, Horowitz, et al.

(1979)

set out to determine the suitability of the IES as a
sensitive indicator that can be used for repeated
measurement over time.

A sub-sample from the 66 patients

from which the test was designed was examined.

This sub-
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sample of 32 patients completed the scale immediately before
and after a brief therapy aimed at relief of their stress
response syndromes.

The mean time between the first and

second administration was 11 weeks.

Clinical assessments

and subjective reports indicated that 80% of these patients
achieved beneficial levels of improvement.

The significant

changes in scores on the IES conformed to this prediction
and the marked decline in item, sub-scale, and overall
scores, supports its validity as a sensitive reflection of
change.
Zilberg, et al.

(1982) also found that the IES sub-

scales were able to detect changes in clinical status over
time.

Correlated t-tests were performed on subsets of the

two samples who had data for evaluation 2 and 3.

The IES

was sensitive to change not only over evaluation 1 to
evaluation 3 interval but also over the shorter periods of
evaluation 1 to evaluation 2 and evaluation 2 to evaluation
3.

Changes were documented for both patient and field

subject samples.

Thus, the IES is a sensitive measure of

change, suitable for intervention studies utilizing repeated
measurements over time.
A second index of sensitivity would be the degree to
which scores on the scale might discriminate persons from
different populations who had experienced different kinds of
life events.

A new group of medical students were given the

IES to relate to their first experience of cadaver
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dissection.

Their scores were contrasted with a patient

group who had experienced much more distressing life events.
On both the intrusion and avoidance scales, the patient
group scored significantly higher than the students
(Horowitz, 1979).
Another index of sensitivity is the ability of the IES
sub-scales to distinguish between different populations of
individuals who have experienced a similar event.
et al.

Zilberg,

(1982) compared the patient and field subject samples

on the sub-scales.

A strong discrimination was achieved in

the expected direction, the patients having a significantly
higher magnitude of response at the sub-scale level on both
intrusion and avoidance.
Acute Emotional Impact Scale and Long-Term Emotional Impact
Scale
The Acute Emotional Impact Scale was used to assess the
impact of specific reactions or feelings on the respondents
during the two weeks after the client suicidal behavior.
The Long-Term Emotional Impact Scale was used to measure the
long-term impact of the client suicide behavior.

The scale

is composed of items which represent negative long-term
effects and items which represent positive or neutral longterm effects.
Coping and Recovery Scale
The Coping and Recovery Scale was used to assess the
respondents' use of positive coping strategies such as using
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their support systems, contacting the client's family, and
reviewing the suicidal incident.

The participants'

satisfaction with education and training geared toward
preparation for dealing with client suicide behavior was
also measured by this scale.
The three scales discussed above were adapted from a
semi-structured telephone survey used in Kleespies, et al.
(1993).
study.

The scales were altered slightly in the present
In phase three of Kleespies, et al.'s study, 33

subjects in the patient suicide completion (PSC) group, 33
subjects in the patient suicide attempt (PSA) group and 31
subjects in the patient suicide ideation (PSI) group agreed
to a detailed telephone interview.

Each subject was asked

to describe the acute and longer lasting emotional impact of
the patient's suicide, suicide attempt or suicide ideation
and to estimate the duration of the acute impact.

Subjects

used a 7-point Likert scale to rate the impact of a series
of possible acute reactions to the suicidal behavior (e.g.,
shock, guilt, sadness, etc.) and the impact of a series of
possible longer lasting reactions and feelings

(e.g.,

increased anxiety when subsequently evaluating/treating
suicidal patients) .
To learn about the resources that interns used to cope
with their feelings and reactions, subjects were asked to
describe the support offered by different groups (e.g.,
supervisors, peers, family, etc.) and to rate this support

36

on a 7-point likert scale, in terms of its helpfulness to
them.

They were questioned about attendance at memorial

services for the patient who committed suicide and about
contact with the patient's family.

They were asked whether

they reviewed the factors leading to the suicide, suicide
attempt, or suicide ideation with a supervisor or at a case
conference or psychological autopsy.

They described the

focus of these reviews and rated their helpfulness to them.
Finally, they were questioned about whether their graduate
school and/or internship program prepared them for the
possibility of patient suicide behavior and about academic
preparation in the form of instructions on such things as
the epidemiology of suicide.

No reliability or validity

evidence regarding this survey was reported by the above
authors.
Scale Reliabilities
To justify the use of the scales involved in testing
the study's hypotheses, a reliability estimate was conducted
on each scale.

Chronbach's Alpha, a measure of internal

consistency, was calculated for the following scales: Impact
of Event Scale, Positive Coping Scale, Long-Term Emotional
Impact Scale, Support Scale, and Acute Emotional Impact
Scale.
The Impact of Event Scale (IES) is used in this study
to assess the acute stress response of the respondents.

The

reliability coefficient of this 15 item scale for the sample
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in this study is .86.

This is consistent with previous

research which yielded coefficients between .79 and .92
(Zilberg, Weiss & Horowitz, 1982).
The Positive Coping Scale was revised after both
theoretical and quantitative considerations.

The scale, in

its original form, consisted of four items used to assess
the respondent's positive coping strategies after the
suicidal incident.

The reliability coefficient of the scale

in it's original form was .41.

The item-total statistics

revealed that the Alpha of the scale would increase to .70
if the item "Did you have contact with the family after the
suicidal event" was deleted from the scale.

The theoretical

justification for removal of this item is that this behavior
is not so much a personal strategy for coping, but more
often a result of therapists' professional responsibilities.
Thus, the item was removed from the scale and the final
reliability coefficient was .70.

Similarly, a Chronbach's

Alpha was calculated for the other three scales.

The

internal consistency estimates were as follows: 1) Long-Term
Emotional Impact Scale

=

.85

2) Support Scale

Acute Emotional Impact Scale = .92.

.74 and 3)

As noted earlier,

reliability estimates from prior research were not available
for these three scales.

CHAPTER IV
RESULTS

Hypotheses Tested
Hypothesis Number One
Stress levels, as measured by scores on the IES, follow
a graduated increase as the severity of the client suicidal
behavior increased [i.e., from suicidal ideation (SI)

to

suicide attempt (SA) to suicidal completion (SC)].

Because this hypothesis is comprised of a specific set
of hypotheses planned in advance, Dunn's Multiple Comparison
procedure was used.

In regards to hypothesis one, an Alpha

of .05 was split among a set of three contrasts.

The

contrasts were as follows:
A.

The mean stress level of the SC group is
significantly higher than the mean stress level of
the SA group.

B.

The mean stress level of the SA group is
significantly higher than the mean stress level of
the SI group.

C.

The mean stress level of the SC group is
significantly higher than the mean stress level of
the SI group.

The mean values of the three groups follow the
38
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hypothesized pattern.

The mean of the SC group is 21.57,

the mean of the SA group is 19.16 and the mean of the SI
group is 16.60.

Nevertheless, these differences among the

means are not significant.

As can be seen in Table 5, in

all three contrasts, no two groups are significantly
different from one another.
than .05 in all three cases.

The T probability is greater
The null hypothesis (the

difference between the two means is equal to zero) cannot be
rejected.

Thus, hypothesis one was not supported.

Hypothesis Number Two
Therapists in client completed suicide group (CS group)
experience significantly greater acute emotional impact
after the suicidal incident than the client suicidal attempt
group (SA group) and the client suicidal ideation group (SI
group) .

Several analyses were conducted to identify the
relationship between the acute emotional impact after the
incident and the respondents' group membership.

An ANOVA

was used to investigate the null hypothesis that there is no
difference between the mean acute emotional impact score of
the three groups (SC group, SA group and SI group) at an
Alpha level of .05.

The respondents' acute emotional impact

was measured by their scores on the Acute Emotional Impact
Scale.

The ANOVA results in an F probability level of

.0006.

Therefore, the null hypothesis can be rejected (See

Table 6).

40
Table 5
ANOVA and Dunn's Multiple Comparison Procedure

Acute Stress by Group
STANDARD DEV.
CS group

42

21.56

11.02

SA group

51

19.16

12.05

SI group

36

16.60

14.47

Analysis of Variance

Sum of
Squares

Mean
Squares

F
Ratio

F
Prob.

2

429.5059

214.7530

1.3806

.2555

Within
Groups

116

18043.6537

155.5487

Total

118

18473.1597

Source

D.F.

Between
Groups

Value

S. Error

Pooled Variance Estimate
T Value
D.F.
T Prob.

Contrast

1

2.4043

2.7163

.885

116.0

.378

Contrast

2

2.5572

2.8086

.911

116.0

.364

Contrast

3

4.9615

2.9862

1.661

116.0

.099

Number of Missing Observations:

12

Multiple Range Tests:
Modified LSD (Bonferroni) test with significance level .05
- No two groups are significantly different at the .050
level
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Table 6
'ANOVA Acute Emotional Impact by Group

Analysis of Variance
Source
Between
Groups

D.F.

2

Sum of
Squares

Mean
Squares

F
Ratio

2888.2506

1444.1253

7.9422

181.8285

Within
Groups

119

21637.5936

Total

121

24525.8443

F
Prob.

.0006

To investigate further, a M'ANOVA involving the
relationship between the three groups and the specific
emotional reactions which comprised the Acute Emotional
Impact Scale, i.e., shock, disbelief, feelings of failure,
etc. was conducted.

As seen in Table 7, Univariate F-tests

revealed that there is a significant difference in mean
scores on eleven of the fourteen emotional reactions.

No

significant mean differences were found on the following
three variables -- depression, relief and helplessness.
Tukey's post-hoc analyses were used to identify how the
groups differed from one another on each of the eleven
emotional reactions.

The results can be seen in Table 8.

As is apparent from the table, findings are consistent with
the hypothesis two.

In four of the eleven cases, the CS

group experienced a significantly greater acute emotional
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Table 7
MANOVA and Univariate F-Tests Acute Emotional Impact by
Group

Multivariate Tests of Significance

Test Name Value
Wilks

Approx. F

.49811

Hypoth. DF

3.15653

28.00

Error DF
212.00

Sig. of F
.000

Note: F statistic for WILKS' Lambda is exact.
Univariate F-tests

Variable

Hypoth. MS

Error MS

F

Sig. of F

Shock

32.00

2.08

15.38

.000

Guilt

21.85

1. 91

11.41

.000

Shame

19.04

1. 68

11.34

.000

Disbelief

11.55

1. 75

6.59

.002

7.98

2.30

3.47

.034

13.83

2.38

5.81

.004

Anger

9.05

2.66

3.40

.037

Depression

2.53

1. 39

1. 81

.167

Self-Blame

11.22

1. 86

6.02

.003

Sadness

15.23

2.03

7.49

.001

Relief

4.12

1. 62

2.55

.083

Fear

7.61

2.31

3.30

.040

Discouragement

5.14

1. 78

2.89

.059

.99

2.11

.47

Feelings of
Incompetence
Feelings
of Failure

Helplessness
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Table 8
Means of all Acute Emotional Impact Variables by Group

CS GROUP
MEANS

SA GROUP
MEANS

SHOCK

3.66 b

2.69 a

1. 76

GUILT

2.56 b

1.65

1. 03

SHAME

1. 90 b

.94

.50

DISBELIEF

1. 98 b

1.16

.88

FEELINGS OF INCOMPETENCE

2.29 c

1.84

1. 41

FEELINGS OF FAILURE

2.30 c

1. 75

1. 09

ANGER

2 .41 c

1. 94

1. 32

DEPRESSION

1. 37 *

1.14

.79

SELF - BLAME

1. 95 c

1. 39

.91

SADNESS

3.10 c

2.47

1. 79

. 39 *

1. 00

.62

RELIEF

SI GROUP
MEANS

FEAR

1.43

2.24 d

1.44

DISCOURAGEMENT

1. 90

2.04 a

1. 32

HELPLESSNESS

1. 90 *

1. 74

1. 53

Mean of SA group is significantly greater than the
mean of the SI group.
Mean of SC group is significantly greater than
b
both the means of the SA and SI groups.
Mean of the SC group is significantly greater than
c
the mean of the SI group.
Mean of the SA group is greater than the mean of
d
the SC group.
No
significant differences in mean values were
=
*
found.

NOTE: a
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impact than the other two groups.

In addition, in three of

the eleven cases the CS group experienced a significantly
greater impact than the SI group.

All in all, in eight of

the eleven cases the group that experienced the more severe
patient suicidal behavior had a significantly greater acute
emotional response.

Thus, these results provide support for

hypothesis 2.
Due to inconclusive results between hypotheses one and
two, the relationship between the respondents' acute stress
response and the impact of their acute emotional reaction
after the incident was examined.

A positive correlation of

.69 was found between respondents' scores on the Impact of
Event Scale and their scores on the Acute Emotional Impact
Scale.

This correlation is significant at the .001 level.

Despite this positive correlation between the two
variables, significant differences were found between the
three groups in regard to the acute emotional impact after
the suicidal event but not in the respondents' acute stress
levels.

Findings associated with the respondents' use of

their support system and practice of positive coping
behaviors may explain the above findings.

ANOVA and Tukey's

post-hoc procedure revealed that the CS group and the SA
group had significantly higher mean scores on the Support
Scale.

Thus, those in the CS and SA groups appeared to

receive more supportive contact from co-workers, family members, friend, etc. than those in the SI group (See Table 9).
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Table 9
ANOVA and Post-hoc Test Support by Group

Analysis of Variance
Source

D.F.

Between
Groups

2

Sum of
Squares

Mean
Squares

782.0966

391.0483

Within
Groups

126

7251.8259

Total

128

8033.9225

F

F

Ratio

Prob.

6. 7944

. 0016

57.5542

Multiple Range Test
Tukey-HSD Procedure
Ranges for the
3.36

.050 level 3.36

The ranges above are table ranges.
*Denotes pairs of groups significantly different at the
.050 level
G G G
r r r
p p p
Mean

Group

3 2 1

8.4444
12.8824
14.6429

Grp 3
Grp 2
Grp 1

*
*

Similarly, a chi-square analysis (with a gamma
statistic) suggests there is a significant relationship
between one positive coping behavior and his/her group
membership.

The positive coping behavior is meeting with a
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supervisor to discuss the factors leading to the suicide.
The gamma statistic was used to identify the nature of this
relationship.

A gamma of -.37 indicates that as the

severity of the suicidal incident increased,

(from ideation

to completed suicide) the likelihood that the respondent
meets with a supervisor increases (See Table 10).

In sum,

it is possible that the use of supportive contact and
meeting with a supervisor may moderate the acute stress
level of those in the CS and SA groups.
Hypothesis Number Three
A positive correlation exists between the intensity of
the therapist/client relationship and 1) the length of the
relationship, and 2) the acute emotional impact of the
suicidal event.

A correlation matrix comprised of these three variables
provides support for the above hypothesis.

The intensity of

the therapist/client relationship and the duration of the
relationship are positively correlated at .47.
correlation is significant at the .001 level.

This
Secondly, the

intensity of the relationship is positively correlated (.33)
with the acute emotional impact of the suicidal event.
Again, this correlation is significant at the .001 level.
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Table 10
Chi-Square Analysis - Meeting with a Supervisor by Group

GROUP
Count
Exp Val COMPLETE ATTEMPT
Residual
1
2

IDEATION
3

Row
Total

MEETING
0

20
26.4
-6.4

34
32.0
2.0

27
22.6
4.4

81
62.8%

1

22
15.6
6.4

17
19.0
-2.0

9
13.4
-4.4

48
37.2%

42
32.6%

51
39.5%

36
27.9%

129
100.0%

NO

YES
Column
Total
Chi-Square

Value

Pearson
Likelihood
Ratio
Mantel-Haenszel
test for linear
association

6.76259

2

.03400

6.75389

2

.03415

6.33520

1

.01184

Minimum Expected Frequency -

DF

Significance

13.395

Statistic

Value

AS El

T-value

Gamma

-.371

.135

-2.61

Number of Missing Observations:

0

Hypothesis Number Four
A significant portion of the variance in the negative
long-term effects of patient suicidal behavior can be
predicted by the respondents' use of supports, positive
coping behaviors and the time elapsed since the incident.
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A multiple regression procedure was used to investigate
what proportion of the variance in the criterion, negative
long-term effects of patient suicidal behavior, can be
explained by the predictors (i.e., the time elapsed since
the incident, use of supports, and positive coping
behaviors) .

The negative long-term effects include the

development of behaviors such as increased anxiety when
evaluating a client, a tendency to evaluate a greater
proportion of clients as being at suicidal risk, etc.

When

all three predictor variables were entered simultaneously,
they explained a significant amount of the variance in the
criterion (F = 4.10, Signif. F = .0087).
four was supported.

Thus, hypothesis

Nevertheless, the multiple R was .33

and only 9% (R squared= .09) of the variance in the
negative long-term effects of the suicidal behavior was
explained by this model (See Table 11) .
Due to the limited predictive power of the variables
used in the above model, theoretical reconsideration
appeared appropriate.

One possible reason for the low R-

squared is the omission of relevant variables.

After some

deliberation, three more predictor variables were added to
the regression.

It was hypothesized that the acute stress

and emotional impact of the event and the intensity of the
client/therapist relationship would be related to the
development of negative long-term effects of the suicidal
behavior.
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Table 11
Multiple Regression With Negative Long-Term Impact as the
Dependent Variable

Multiple R
R Square
Adjusted R Square
Standard Error

.32933
.10846
.08197
5.95396

Analysis of Variance

DF

Sum of Squares
435.55152
3580.41039

Regression
Residual

101

F =

Signif F

4.09550

3

Mean Square
145.18384
35.44961

.0087

Variables in the Eguation
Variable
TELAPSE
POSCO PE
SUPPORT
(Constant)
Variable
TELAPSE
POSCO PE
SUPPORT
(Constant)

B

SE B

Beta

.002699
1.356346
.051252
6.777457

.002466
.563274
.085830
1.162940

.107399
.252381
.063315

T

Sig T

1.094
2.408
.597
5.828

.2764
.0179
.5518
.0000

A stepwise multiple regression involving the variables
discussed in the preceding paragraph yielded a much greater
R- squared than the first model

(See Table 12).

In the

first step, the acute emotional impact of the suicidal event
was selected and this variable alone explained 37% (R
squared= .37, multiple R = .61, Signif. F = .000) of the
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variance in the development of negative long-term effects of
the suicidal behavior.

In the second step, the acute stress

level was selected and explained an additional 3% of the
variance in the criterion variable.

Therefore, these two

predictor variables explained 40% of the variance in the
development of negative long-term effects of patient
suicidal behavior.
After step 2, no other variables, i.e., the time
elapsed since the incident, use of supports, the intensity
of the client/therapist relationship or positive coping
behaviors, were included in the equation.

A review of the

correlation matrix (See Table 13) reveals that in addition
to being highly correlated with the criterion (.61), the
respondents' acute emotional response was also highly
correlated with the four predictor variables discussed
above.

Therefore, the correlations between these predictor

variables may account for why these four variables do not
have any significant explanatory power above and beyond the
variance explained by the acute emotional impact and stress
level.
In sum, although hypothesis four was supported in its
original form, the second model (which included acute stress
response and emotional impact) explained 40% of the variance
in the development of long-term negative effects of patient
suicidal behavior.

51
Table 12
Stepwise Regression With Negative Long-Term Impact as the
Dependent Variable

Multiple R
R Square
Adjusted R Square
Standard Error

.63558
.40397
.39142
4.90579

Analysis of Variance
DF

Sum of Squares
1549.57872
2286.33965

Regression
Residual

95

F =

Signif F

2

32.19337

=

Mean Square
774.78936
24.06673

.0000

Variables in the Equation
Variable
AFFECT
I ES SCOR
(Constant)
Variables
AFFECT
I ES SCOR
(Constant)

B

.201489
.131711
2.148678
T

Sig T

4.180
2.408
2.129

.0001
.0180
.0359

SE B
.048197
.054705
1.009408

Beta
.439693
.253232

Variables not in the Equation
Variable
SUPPORT
POSCO PE
TELAPSE
INTENSIT

Partial

Min Toler

T

Sig T

-.053971 -.063600
.070929
.083967
-.012432 -.014985
-.062948 -.076491

.503818
.498635
.502649
.512709

-.618
.817
-.145
-.744

.5382
.4160
.8848
.4589

Beta In

Table 13
Correlation Matrix

NGIMPCT

SUPPORT

POSCO PE

TELAPSE

AFFECT INTENSIT

I ES SCOR

NGIMPCT

1.000

.204

.293

.182

.606

.134

.543

SUPPORT

.204

1.000

.392

.306

.415

.148

.261

POSCO PE

.293

. 392

1.000

.242

.402

.122

.223

TELAPSE

.182

.306

.242

1.000

.350

-.033

.151

AFFECT

.606

.415

.402

.350

1.000

.337

.658

INTENSIT

.134

.148

.122

-.033

.337

1.000

.163

I ES SCOR

.543

.261

.223

.151

.658

.163

1.000

\.Jl
N
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Hypothesis Number Five
All respondents are dissatisfied with the education and
training they received toward preparation for dealing with
patient suicidal behavior.

The respondents were asked to rate their level of
satisfaction with the education and training they received
from their graduate education, practicum, pre-doctoral
internship and post-doctoral internship.

The mean scores

for the respondents regarding their level of satisfaction
ranges from 2.4 to 3.3 on a scale with "0"
satisfied and "6" = extremely satisfied.

=

not at all

These mean scores

suggest that, on average, the respondents are moderately
satisfied with the training and education they received for
dealing with client suicidal behavior.
five was not supported.

Thus, hypothesis

CHAPTER V
DISCUSSION

This chapter will examine the implications of the
results reported in Chapters III and IV.

Specifically, the

sample characteristics and the results related to each of
the five hypotheses will be discussed.

With each

hypothesis, relevant research will be discussed and
plausible reasons for the results will be offered.
Potential research areas arising from my findings will be
suggested.

Next, implications for training will be

presented.

Finally, limitations of the investigation will

be examined.
Results Related to the Sample Characteristics
It is important to address issues and relevant research
related to the characteristics of this sample.

The results

of this study indicate that 33% (42/129) of the sample
experienced a client completed suicide.

Relative to other

studies, this finding reflects a higher incidence of
psychologists' experience of a completed suicide.

For

example, Brown (1987) found that 14% (5/35) of psychologists
surveyed reported experiencing a client completed suicide.
Chemtob et al.

(1988) surveyed psychologists, randomly

selected from the National Register of Health Service
54
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Providers in Psychology, and found 22% of psychologists had
experienced a client suicide.

The higher frequency of

client completed suicides for this investigation may be
related to the characteristics of the population from which
it was randomly sampled.

In Brown (1987), a wider range of

ages, years practiced, types of patients seen, types of
psychology-related services provided and work-settings were
sampled.

In Chemtob et al.

(1988), it is likely, given

their sampling strategy, the majority of their respondents
were primarily employed in a private practice setting.

The

present sampling strategy, a national random sample of
licensed psychologists who were APA members, resulted in
psychologists whose primary psychology related service is
the provision of psychotherapy in a wide variety of practice
settings.

Therefore, given the present sampling strategy,

this sample may be considered representative of the
population of psychologists who actually provide direct
psychotherapy services in a variety of practice settings.
A second finding of note is the significant
relationship between the respondents' gender and his/her
group (CS, SA, or SI group) .

In the completed suicide group

there were less females than one would expect if the
probabilities of these two variables (gender and group) were
independent.

Similar results from Chemtob et al.

(1989) may

shed some light on factors impacting this relationship
between gender and group membership.

Chemtob et al.

(1989)
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found a positive correlation between client completed
suicide and factors such as being a male, work-setting
(psychiatric ward or outpatient mental health facility)

and

type of patient treated (organic, schizophrenic, affective,
and substance abuse disorders) .

They also found a positive

correlation between therapist who never experienced a client
suicide and being a female, working in private practice, and
treating adjustment disorders.

A more detailed analysis of

these findings revealed that being a female correlated with
the practice characteristics associated with a lower
likelihood of having a client suicide, i.e., working in
private practice and treating adjustment disorders.

Females

were also less likely to work with affective disorders and
schizophrenics.

In a multivariate analysis, Chemtob et al.

found that when client and practice characteristics were
taken into account, gender was not uniquely predictive of
experience of a client suicide.
Consistent with Chemtob et al.'s findings,

this

investigation found a relationship between setting and group
-- a higher percentage of those respondents in the CS group
were employed in a counseling center or community mental
health center while a higher percentage of those respondents
in the SI group were engaged in private practice.
Therefore, it is quite possible that the type of clients
treated and work-setting may account for more of the unique
variance in the experience of client suicide than the
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respondents' gender.
Results indicate that the CS group had significantly
less experience as indicated by years of practice at the
time of the suicidal event.

This finding is consistent with

Chemtob et al.'s (1988) finding that more training was
associated with a lower rate of suicide in their sample.
Once again, variables such as work-setting and type of
client treated need to be considered to accurately
investigate the nature of the relationship between years of
training and the experience of a client suicide.

For

example, therapists who have worked in private practice for
many years and worked with less severely ill clients may not
experience a completed client suicide not because of their
experience but, because of their choice of work-setting and
type of client typically treated.
The final characteristic of the sample that warrants
attention is that the time elapsed between the suicidal
incident and the completion of the questionnaire was
significantly longer for the CS group than the SA and SI
groups.

This finding makes logical sense in that the

frequency of client completed suicides is much less than
either client suicidal attempts or ideation.

Internal

validity threats resulting from history and maturation may
actually be greater for the CS group.

Because the time

elapsed was greater for the CS group, there is an increased
chance that other change producing events and processes
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within the respondents operating as a function of the
passage of time may have accounted for their responses to
the questionnaire.
Results Related to Experimental Hypotheses
Hypothesis one suggested that stress levels, as
measured by scores on the IES, would follow a graduated
increase as the severity of the client suicidal behavior
increased [i.e., from suicidal ideation (SI)
attempt (SA) to suicidal completion (SC)].

to suicide
This hypothesis

was not supported despite the finding that the mean values
of the three groups followed the hypothesized pattern.

The

mean of the SC group was 21.57, the mean of the SA group was
19.16 and the mean of the SI group was 16.60.
Several factors most likely contributed to this
finding.

Suicidal attempts and ideation result in acute

stress responses.

A consistent finding in the literature

(Farber, 1981; Hellman, 1987; Hellman et al., 1986; Rodolfa
et al., 1988) has been that suicidal gestures and suicidal
ideation are rated as two of the most stressful forms of
client behavior.

Therefore, a critical factor contributing

to the finding that the there were no significant
differences in acute stress levels between the three groups
is that all client suicidal behavior is experienced as quite
distressing. The traumatic nature of suicidal behavior
becomes event when my results are compared to the stress
levels of other groups described in the literature.

The
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acute stress of the CS group (mean = 21.6) is comparable to
stress levels (mean= 22.8) of people who lost a parent
recently but who had not sought therapy (Horowitz, 1984;
Zilberg, 1982).

In addition, the stress levels of

respondents in the SA group (mean= 19.16) and the SI group
(mean = 16.6) are higher than stress levels of both female
(mean = 12.7) and male (mean= 8.9) medical students
resulting from a cadaver dissection. Thus, these findings
suggest it is imperative that therapists and their
supervisors be aware of the significant stress levels which
arise from all client suicidal behaviors.
Secondly, forty-three percent of the respondents in the
CS group report that they have experienced more than one
client suicide.

If the assumption is made that a second

incident of a completed suicide is less stressful for
therapists, this would potentially reduce the acute stress
reaction of a portion of the CS group.
Just as therapists' professional exposure to
suicide/loss may have influenced their acute stress
reactions, losses in therapists' personal lives may
influence their stress reactions, specifically those in the
CS group.

An open ended question asked the respondents to

briefly discuss any significant losses/deaths experienced in
their personal life which may have affected their reaction
to the suicidal event. The respondents' answers, especially
those in the CS group, suggested that their personal losses
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may have had an influence on their acute stress reaction.
The influence of personal loss on their stress reactions is
apparent in the following comments:
"My parents died of cancer before the suicidal event.
I suppose I was angry at this woman (the client) for
denying herself a chance at therapy and life when
others who want a chance to live [die]."
"My mother was frequently suicidal and I had already
learned how to manage much of the above (acute stress
reactions)."
For respondents in the CS group, it appears that their
reliance on support from others and consultation with a
supervisor mediated the acute stress related to the suicide.
Kleespies et al.

(1993) suggested that the acute phase is

clearly a time when supports are needed to accept the
reality of the suicide and begin the grieving process.

In

Kleespies (1990), respondents disclosed that using supports
and discussing factors leading to the suicide with a
supervisor was quite helpful.

Consistent with these

findings, a random sample of this study's open-ended
questions regarding the helpfulness of these activities
reveal that 77% (19/25) found consultation with peers or
with a supervisor to be helpful.

Similarly, 84% (21/25)

found support from others to be helpful.
Finally, as stated earlier, the respondents were asked
to respond to the questionnaire regarding their most recent
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suicidal incident. This

app~oach

is in contrast to a recent

study (Kleespies, et al. 1993) that yielded significant
differences in acute stress between groups.

Kleespies, et

al. asked the respondents to discuss their most distressing
client suicidal event.

Thus, there is a likelihood that

event reported by this sample's respondents may not have
been their most distressing or stressful suicidal event.

As

a consequence, it is likely there is less variance in scores
on the IES in this study and, therefore, less chance of
finding significant differences between the groups.
Regarding hypothesis two, the results support the
theory that therapists in the client completed suicide group
experience greater acute emotional reactions after the
suicidal event than those in the suicide attempt group and
the ideation group.

This finding is consistent in the

literature (Dunn et al., 1987; Hatcher et al.,1990;
Kleespies, 1993; Potter, 1983; Reed & Greenwald, 1991;
Sacks, 1987).
An

Hypothesis two was supported.

interesting finding worthy of discussion is that SA

group expressed more fear in response to their experience of
suicidal behavior than the SC group.

This finding appears

to make logical sense in that fear that the client may
continue to exhibit suicidal gestures is exclusive to the SA
group and not an issue for the CS group.
Hypothesis three was supported as a result of finding a
positive correlation between the intensity of the
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therapist/client relationship and 1) the duration of the
relationship, and
suicidal event.
research.

2) the acute emotional impact of the
This finding is consistent with past

Jones (1987) asserted that the details of the

relationship between the therapist and the client who
commits suicide affect the degree to which the loss will be
experienced personally and/or professionally.

He states,

"The suicide of a client after a long contact involves a
greater personal loss"

(pp. 139-140).

The results of the multiple regression used to test
hypothesis four raise a number of points of discussion.

The

range of the criterion variable, the negative long-term
impact of the client suicidal behavior, was restricted,
i.e., the upper range of the scale was not used by the
respondents.

As might be expected, the mean score of the

respondents suggested that they felt that the suicidal event
had very little impact on them and their subsequent
practice.

This finding is consistent with previous

research.

Maltsberger (1992), in discussing Goldstein and

Buongioro (1984) findings, reported that despite 100% of the
therapists considering themselves as "recovered", seven
therapists were re-contacted and reported sleeping problems
related to memories of the suicide and another therapist
chose not to work with suicidal clients.

Maltsberger

suggested, "It seems likely that the self-assessment of
'recovered from the suicide' which all subjects report is
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excessively sanguine and that it reflects a considerable
degree of denial"

(pp. 169-170).

Although denial is a potential explanation for the
above results, it is just as likely that "working through"
the emotional trauma of client suicidal behavior explains
the limited reporting of negative long-term impact.

Support

of this potential explanation is found in the respondents'
comments related to the long-term impact of the event.

A

random sample of open-ended statements revealed that 50%
(9/18) reported positive long-term effects on their
subsequent practice.

These positive effects include more

acceptance that suicide occurs, more attention to
termination issues and resolution of control issues related
to clients' behaviors.
Analyses involving the final hypothesis revealed that
respondents are only moderately satisfied with the education
and training they received toward preparation for dealing
with client suicide behavior.

This finding is consistent

with Kleespies (1990) who found that psychologists found
suicide training and education only moderately helpful in
guiding them through the trauma of client suicide.
(1991)

Bongar

identified insufficient formal training in the study

of suicide.
Suggestions for Future Research
The relationship between work-setting, type of client,
and gender raises interesting questions about therapists'
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capacity to tolerate client suicidal behaviors.

Do

therapists who work in private practice choose this worksetting in response to a low tolerance for the stress
related to suicidal attempts and completed suicides?
Alternatively, do therapists who work in setting which put
them at risk for patient suicidal attempts and completed
suicide change their behaviors and/or stress tolerance/
reactions after experiencing multiple incidents of client
suicidal behavior?

Investigations directed toward exploring

the relationship between work-setting, acute stress in
response to client suicidal behavior, and the experience of
multiple client completed suicides and suicide attempts are
strongly recommended.
The results related to hypothesis one raise a number of
issues which should be addressed in future research.

These

issues include: 1) methodological considerations such as the
influence of asking for the most recent suicidal event
rather than the most distressing and 2) the impact of
therapists' use of supports and their personal experiences
of loss on therapists' acute stress reactions.
The stepwise regression procedure used to investigate
hypothesis four explained 40% of the variance in the
development of long-term negative behaviors.

The finding

that the respondents' acute emotional reaction and stress
explained such a large portion of the variance in the
criterion is noteworthy. In addition, given the findings and
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relevant literature cited, the following factors should be
considered in future research:

1) therapists' change in

attitude after experiencing client suicidal behavior, and 2)
the relationship between therapists' personality
characteristics and the development of long-term negative
behaviors.
Based on this study's results, a model designed to
predict therapists' acute and long-term reactions to client
suicidal behavior is suggested.

The model proposes that: 1)

the intensity of the attachment between the therapist and
client determines the level of therapists' acute emotional
distress, 2)

In the acute phase, the therapists' stress

levels are moderated by their use of supports and
supervision, and 3) acute emotional distress is predictive
of the development of negative long-term reactions to client
suicidal behavior.

Future research investigating the

predictive power of this model is highly recommended.
Implications for Training
The results of this study suggest that there should be
an increase in education, training and support for
psychologists so as to better prepare them for the difficult
emotional, cognitive and behavioral responses that arise
from client suicidal behavior.

In addition to increasing

education, training, and support for psychologists, these
findings suggest a number of implications for training and
supervision.

When therapists do experience client suicidal
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behavior, supervisors should encourage supportive contact
with others and have a discussion with supervisees
addressing the factors leading up to the suicidal incident
during the acute phase of the therapists' reaction.
Therapists should be encouraged to verbalize their
feelings of shock, guilt, anger, etc.

In addition,

supervisors should encourage the discussion of the
therapists' potential discomfort with working with depressed
or suicidal clients.

This will allow therapists to work

through the trauma and facilitate acceptance and resolution
of the client suicidal event.

Finally, those therapists who

experience intense emotional problems and stress during the
acute phase should be cautioned regarding their increased
potential for developing long-term negative behaviors
related to client suicidal behavior.
Limitations of the Study
In order to adequately interpret the results discussed
in the previous chapter, one must consider them in the
context of the research design.

As with any scientific

investigation, a discussion of the threats to the internal
and external validity of my results is warranted.

After

discussing these potential threats, the author will discuss
how the design of this study address these issues and,
therefore, submit that the study's results add substantive
value to the present research in the area of therapists'
responses to suicidal behavior.
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Due to the nature of the study, control over the
independent variable, the type of suicidal event, is
necessarily limited.

Ideally, an experimenter would command

complete control over the independent variable, i.e.,
administer three different doses of the same medication to
three groups.

However, in this experimental field study,

the respondents assigned themselves to the three different
groups -- the completed suicide group (CS group), the
suicide attempt group (SA group) , and the suicide ideation
group (SI group) .
Secondly, again due to the nature of the study, the
questionnaire ask the respondents to give their reactions to
a client suicidal event which had occurred at some time in
the past.

For example, the average time elapsed between a

completed suicide and the completion of the questionnaire is
over seven years (380.7 weeks).

Thus, the study is

retrospective and the results are dependent on the accuracy
of the therapists' memory of the event.
Finally, as with any survey research project, a
percentage of potential respondents refused or declined to
participate in the study.

Thus, concerns about a self-

selection bias and the ability to generalize the results of
this study to the population of licensed psychologists at
large need to be addressed.
As suggested above, the internal and external validity
of this study's results is threatened by the limitations
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inherent in the design.

Campbell and Stanley (1963) state

that internal validity is the basic minimum without which
any experiment is uninterpretable:

Did in fact the

experimental treatments make a difference in this specific
experimental instance?
of generalizability:

External validity asks the question
To what populations, settings,

treatment variables and measurement variables can this
effect be generalized.
In terms of threats to the study's results internal
validity, biases resulting from selection, history and
maturation need to be considered.

Because the respondents

self-selected their group (CS, SA or SI), there was no
random assignment to the groups by the experimenter.

Thus,

the examiner must trust the respondents to accurately select
their group.

Next, because the study investigates both the

respondents' long-term and acute reactions, other change
producing events and processes within the respondents
operating as a function of the passage of time i.e., growing
older, attitude changes, etc. are potential uncontrolled
factors which may account for the results.
Threats to external validity of the results include the
interaction of selection biases and the experimental
variable and reactive effects of experimental arrangements.

It is possible that the results of this study hold only for
that unique population from which the groups were selected.
This possibility becomes more likely as one has more
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difficulty in obtaining participants.

Thus, the results may

only be generalizable to the psychologists that responded to
the questionnaire and not the general population of licensed
psychologists.

Secondly, the therapists' knowledge that

they are participating in an experiment could be a source of
unrepresentativeness.
The study's design took the above threats into
consideration and took steps to reduce these potential
confounding variables.

In order to reduce the factors

related to the retrospective nature of the study, the
decision was made to ask the respondents to complete the
questionnaire regarding their most recent suicidal incident.
This approach is in contrast to a recent study (Kleespies,
et al. 1993) which asked the respondents to discuss their
most distressing client suicidal event.

By asking the

respondents' to discuss their most recent suicidal event,
the potential that uncontrolled factors resulting from
maturation and history is reduced.

Nevertheless, the

average time elapsed between the suicidal event and the
completion of the questionnaire was significant.

Therefore,

the theory that therapists' memory lapses may be influencing
this study's findings needs to be ruled out.
Assuring the confidentiality of the respondents results
aided in reducing the threats related to selection.

For

example, if the confidentiality of the study was suspect, a
respondent may be less likely to indicate that they
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experienced a client completed suicide.

In this instance,

the respondents' decision as to which type of suicidal event
they will base their responses would be related to their
level of shame.

Thus, assuring confidentiality increased

the likelihood that respondents accurately and honestly
chose their group membership.
Threats to the external validity of the study were
addressed in the data collection process.

As discussed

earlier, a modification of the total design method (Dillman,
1978) was utilized.

In this data collection procedure, much

effort was taken to increase the response rate, such as the
use of three follow-up mailings and personalized cover
letters.

The 43% response rate compares favorably with the

36.9% response rate obtained in an investigation of a
similarly sensitive topic, the impact on physicians of
malpractice litigation (Charles, Wilbert & Franke, 1985)
In addition, a comparison between the demographic data
(gender, degree, age, years of practice, etc.) of this
sample and the data from a 1993 profile of all APA members
reveals that the present sample appears representative of
the population of APA members.
Although the final usable response rate appears
adequate, an investigation of factors which may have
accounted for potential respondents declining to participate
in the study appears appropriate.

Factors related to the

sensitive nature of the topic appear to have contributed to
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the response rate.

Litman (1965) asserts that denial is the

most common defense used by therapists in response to a
client suicidal behavior.

Chemtob (1988) attributed his

less than desired response rate (46%) to therapist's
defensiveness regarding the topic of client suicide.

To

overcome this obstacle and to increase the response rate,
Weather, Furlong and Solorzano (1993) suggested the use of
incentives and a pre-notification letter.

Due to financial

constraints, these methods were unavailable to this
researcher, but their use in future research in this area is
highly recommended.
Despite the limitations of this study, the study's
results add substantive value to the present research in the
area of therapists' responses to suicidal behavior.

Factors

related to therapists acute and long-term emotional,
cognitive, and behavioral responses to client suicidal
behavior were identified.

Research areas never investigated

in prior research were explored in this study.

Finally,

important implications for training and future research were
presented to help guide researchers and practitioners
through the trauma of client suicidal behavior.

APPENDIX A
COVER LETTER
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Dear Dr.
In the past few years there has been a lot of
discussion about the role of health care provider in
responding to patient suicidal behavior. With suicide being
the eight leading cause of death in this country, licensed
psychologists' exposure to suicidal behavior is not a rare
event. Unfortunately, we only have a sketchy view of how
therapists respond to patient suicidal behavior. We are
conducting this study to learn more about therapists' acute
and long-term emotional, cognitive and behavioral responses
to patient suicidal behavior. The purpose is to better
understand the impact of this potentially traumatic event so
as to provide therapists and supervisors with some guidance
as they cope with these stressful events.
You are one of a small number of licensed psychologists
being asked to share your experiences related to this issue.
It is not known what professionals like yourself think on
this important issue, so we are attempting to find out. In
order for the results to truly represent the reactions of
psychologists across the country, it is important that each
questionnaire be completed and returned.
As one who has experienced the intense stress reaction
of patient suicidal behavior myself, I understand the
sensitive nature of this topic.
If you agree to participate
in this survey research, I can assure you that the design of
the data collection will assure the confidentiality of your
responses.
The questionnaire has an identification number
for mailing purposes only.
This is so that we can check
your name off the mailing list when your questionnaire is
returned.
Your name will never be placed on the
questionnaire.
The estimated time required to complete the
questionnaire is 15 to 20 minutes. To be involved in this
research, you would complete the enclosed questionnaire
regarding your reactions to one event of patient suicidal
behavior.
Completion of the questionnaire implies you give
informed consent to participate in this research study.
After completing the enclosed questionnaire, please
return it in the self-addressed envelope enclosed (without
writing your name on the questionnaire) . Thank you again
for your time and attention and if you have any questions or
comments, feel free to contact me by mail at the address
above or by phone at (312) 784-0804 or you may contact my
research advisor, Suzette Speight at (312) 915-6034.
Sincerely,
Patrick J. Horn

APPENDIX B
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This section asks you to select the type of client
suicidal event upon which you will base your questionnaire
responses.
Please indicate the type of suicidal event below
by selecting one of the three categories listed.
Please
make your selection in the following manner: If you've ever
experienced a patient completed suicide, please check
category 1 and complete the questionnaire regarding your
reactions to the most recent client completed suicide you've
experienced.
If you never experienced a patient completed
suicide but you've experienced a client suicide attempt,
please check category 2 and complete the questionnaire
regarding your reactions to the most recent client suicide
attempt you've experienced.
If you've never experienced a
client completed suicide or a client suicide attempt but
you've had a client express suicide ideas, please check
category 3 and complete the questionnaire regarding your
reactions to the most recent client communication of
suicidal ideation you've experienced.
Category 1.
Completed suicide as defined by a willful,
self-inflicted, life threatening act that has resulted
in death.
Category 2.
Suicide attempt defined as an actual or
seemingly life-threatening behavior with the intent of
jeopardizing the individual's own life or to give the
appearance of such an intent, but which has not
resulted in death.
Category 3.
Suicide ideas as defined as ideation that
the individual has the desire to perform a self
inflicted act with the intent of jeopardizing his or
her life (the ideation may be communicated verbally or
in writing, or may be inferred from behaviors that move
in the direction of a threat to the individual's life).

APPENDIX C
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1. Date form completed
2. Age

3. Gender

(circle one) 1) Female

2) Male

4. Race (circle one) 1) American Indian 2) Asian/Pacific
Islander 3) Black 4) Hispanic 5) White 6) Other
5. Setting where event occurred
(circle one) 1) private
psychiatric hospital 2) state psychiatric hospital 3)
university counseling center 4) community counseling center
5) private general hospital 6) county general hospital 7)
state general hospital 8) federal general hospital 9) other
6. Degree (circle one) 1) Ph.D. in clinical psychology 2)
Ph.D. in Counseling Psychology 3) Psy.D. 4) Ed.D. 5) Other
7. Date of client suicide, suicide attempt or suicide
ideation
8. Years of training and professional practice at the time
of the event
9. Theoretical orientation (circle one) 1) psychoanalytic 2)
psychodynamic 3) existential 4) gestalt 5) humanistic 6)
person-centered 7) transactional analysis 8) behavioral 9)
cognitive-behavioral 10) rational-emotive 11) reality 12)
social learning 13) systems 14) other

APPENDIX D
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10. Length of time of professional relationship when the
event occurred
(in weeks)
11. Average number of contacts with the client per week
12. Please rate the intensity level of the emotional
attachment you had with the client at the time the suicidal
behavior occurred on a scale of 6 to 0.
6
5
4
3
2
1
O

-

Extremely Intense
Very Intense
Quite Intense
Moderately Intense
Somewhat Intense
Less Intense
Not at all Intense

APPENDIX E
IMPACT OF EVENT SCALE
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Impact of Event Scale
Instructions
Below is a list of comments made by people after
stressful life events.
Please check each item, indicating
how frequently these comments were true for you DURING THE
TWO WEEKS AFTER THE SUICIDAL EVENT.
If they did not occur
during that time, please mark the "not at all column".
FREQUENCY
Not
at all
13.
14.

15.
16.
17.
18.
19.
20.
21.
22.
23.
24.

25.
26.
27.

I thought about it when
I didn't mean to.
I avoided letting myself get
upset when I thought about it
or was reminded of it.
I tried to remove it from
memory.
I had trouble falling asleep
or staying asleep.
I had waves of strong feelings
about it.
I had dreams about it.
I stayed away from reminders
of it.
I felt as if it hadn't happened
or it wasn't real.
I tried not to talk about it.
Pictures about it popped into
my mind.
Other things keep making me
think about it.
I was aware that I still had
a lot of feelings about it, but
I didn't deal with them.
I tried not to think about it
Any reminder brought back
feelings about it.
My feelings about it were
kind of numb.

Rare Smtimes Often

0

1

3

5

0

1

3

5

0

1

3

5

0

1

3

5

0
0

1
1

3
3

5
5

0

1

3

5

0
0

1
1

3
3

5
5

0

1

3

5

0

1

3

5

0
0

1
1

3
3

5
5

0

1

3

5

0

1

3

5
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Acute Emotional Impact
Please rate the following reactions or feelings according to
their impact on you during the two weeks after your client's
suicidal behavior.
0123456-

No Impact
Very Mild Impact
Mild Impact
Moderate Impact
Strong Impact
Very Strong Impact
Extremely Strong Impact

28)

Shock

29)

Guilt

3 0)

Shame

31)

Disbelief

32)

Feelings of incompetence

33)

Feelings of Failure

34)

Anger

3 5)

Depression

3 6)

Self-blame

3 7)

sadness

38)

relief

39)

fear

40)

discouragement

41)

helplessness

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

1

2

3

4

5

6

3

4

5

6

0
0

1

2

0

1

2

3

4

5

6

0

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

2

3

4

5

6

2

3

4

5

6

0
0

0
0

1
1
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Long-Term Emotional Impact
Please rate the following items according to the long-term
impact of your client's suicidal behavior on you.
42) Increased concern over competence to evaluate suicidal
clients.
0

43)

1

2

3

4

5

6

Increased anxiety when evaluating suicidal clients.
0

1

2

3

4

5

6

44) Evaluate a greater number of clients as at suicidal
risk.
0

1

2

3

4

5

6

45) Increased feelings of helplessness when
evaluating/treating suicidal clients.
0
46)

3

4

5

6

1

2

3

4

5

6

Increased acceptance that suicide occurs.
0

48)

2

Guilt about the client's suicide.
0

4 7)

1

1

2

3

4

5

6

Repeated thoughts of the client's suicide.
0

1

2

3

4

5

6

49) Diminished sense of personal effectiveness as a
therapist.
0

50)

1

2

3

4

5

6

Increased sensitivity to signs of suicidal risk.
0

1

2

3

4

5

6

51) Diminished sense that therapy is effective.
0

1

2

3

4

5

6

APPENDIX H
COPING AND RECOVERY SCALE
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Coping and Recovery
Please rate the amount of supportive contact you received
from the different groups listed below during the acute
impact of the event on a scale from 0 to 6:
0123456-

No supportive contact
Almost no supportive contact
Minimal supportive contact
Some supportive contact
Moderate amount of supportive contact
A lot of supportive contact
Quite a lot of supportive contact

52) From co-workers
0
1
2
3
4
53) From supervisors
0
1
2
3
4
54) From friends
0
1
2
3
4
55) From family Members
0
1
2
3
4
56) From significant Others
0
1
2
3
4
57) From psychotherapist
0
1
2
3
4

5

6

5

6

5

6

5

6

5

6

5

6

B. Contact with the client's family
58) Did you have contact with the client's family after
the suicidal behavior? (circle one) yes no
59) Did you attend a wake, funeral, or memorial service
for the deceased? (circle one) yes
no
n.a.
60) Briefly, please comment on the helpfulness of the
activities listed above:
C. Review of Suicidal Behavior
61) Did you have a meeting with your supervisor and
other staff to discuss the factors leading to your
client's suicide behavior? (circle one) yes
no
62) Did you discuss with your supervisor the issue of
possible discomfort or anxiety in future work with
suicidal clients? (circle one) yes
no
63) Was there a clinical case conference (or in the
case of a completed suicide a "psychological
autopsy") at which the client's suicidal behavior
was discussed. (circle one) yes no

88
64) Briefly, please comment on the helpfulness of the
activities listed above:
D. Suicide Education and Training
Please rate your level of satisfaction with the education
and training geared toward preparation for dealing with
client suicide behavior on a scale of 0 to 6.
65) From graduate school faculty
0- Not at all Satisfied
1- Less Satisfied
2- Somewhat Satisfied
3- Moderately Satisfied
4- Quite Satisfied
5- Very Satisfied
6- Extremely Satisfied
66) From pre-internship (practicum or field work)
supervisors and staff
0

1

2

3

4

5

6

67) From pre-doctoral internship supervisors and staff
0

1

2

3

4

5

6

68) By post-doctoral internship supervisors and staff
0

69)

1

2

3

4

5

6

In the space provided, please indicate any
significant losses/deaths you've experienced in
your personal life, especially those which may have
affected your reactions to suicidal behavior.
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